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Should maternal choice be an indication for caesarean
section?According to Hippocrates, doctors should use their ‘‘power to
help the sick to the best of their ability1’’ but what about when
the request for intervention comes from a healthy patient?
Public concern has been rising over the last thirty years, re-
garding the growing phenomenon of elective Caesarean Sec-
tions (CS), which have doubled in the UK from 1990 to 2000.2
Fig. 1 shows the rise in CS rates within England, from 1980
to 2005, as well as depicting the split between emergency
and elective CS.
The World Health Organisation estimates that Caesarean
Section currently accounts for about 20% of births in the UK4
but it is hard to determine what proportion of these are due
to maternal choice alone; indeed, many are now booked under
indications such as ‘fear of pain’ or ‘uncertainty of outcome’.5
It is also important to bear in mind that there may be multiple
indications to consider when choosing delivery method.5
The General Medical Council states that patients have
a right to decline medical or surgical treatment but now we
are forced to question whether patients have a right to choose
a surgical procedure, for which there is no medical indication.
Indeed, elective Caesarean Section in an uncomplicated preg-
nancy, based on maternal request alone, is perhaps the only
area of NHS healthcare provision whereby a surgical proce-
dure is carried out in these circumstances.
Current NICE guidelines also state: ‘‘maternal request is
not, on its own, an indication for Caesarean Section’’6 but
this dogma is now being challenged and many Obstetricians
argue that an ability to choose a method of delivery is an im-
portant aspect of maternal psychological well being. A recent,
national, ‘Maternal Request Caesareans’ conference took
place over three days, but ended somewhat inconclusively
with the National Institute of Health (NIH) stating they
were unable to recommend against medically unnecessary
CS.1. Mortality and morbidity
One factor that clouds the debate is the dearth of randomised
control trials on the subject of risks and benefits surround-
ing vaginal or surgical delivery; none exist and, due to theimpossibilities of blinding such a procedure, none ever will,
meaning some of the most striking outcome measures cannot
be reliably assessed. In a South African study, Lilford et al.
found a relative risk of 3.8, comparing maternal death as a
result of CS, with that of vaginal delivery8; a risk likely to be
cumulative with future Caesarean deliveries. Similarly, a study
in Philadelphia looking at readmission to hospital, found the
CS group were twice as likely to be readmitted, than those
following spontaneous vaginal delivery.8 A 2003, European,
study, however, found no difference in maternal morbidity
in low risk primiparous women; there were no deaths in either
group.9 Indeed, in the UK today, with the use of regional block-
ade and thromboprophylaxis, elective Caesarean Section is
regarded by many as a ‘safe’ operation and certainly one
with preferable outcomes than an emergency procedure
following failed vaginal delivery.10
So, how does CS affect the future health of the baby? It has
long been known that passage through the birth canal aids in
the expulsion of fluid from a baby’s lungs, thereby, facilitating
early ventilatory efforts.11 Performing CS before the natural
onset of labour can mean the baby is born at a lower birth
weight and developmental stage. There is a postulated dou-
bling of respiratory morbidity for each week between 37 and
40 weeks, as well as a 120-fold increase in the need for me-
chanical ventilation in babies born by elective CS at 37 and
38 weeks.12 The increased likelihood of the need for SCBU ad-
mission brings additional consequences of maternal separa-
tion and infection risk, as well as economic impacts for the
NHS.
It may seem likely to mothers, however, that surgical par-
ity may reduce the possibility of fetal neurological injury or
birth trauma. An American study has, in fact, revealed no dif-
ference in the prevalence of haemorrhagic cerebrovascular
accidents, brachial plexus injury or seizures between CS and
vaginal delivery. Indeed, preterm CS yielded higher incidence
of central nervous system depression and feeding difficul-
ties.12 For some, however, the belief that elective CS before
38 weeks will save the 1 in 600 intrauterine deaths that occur
between this gestational age and the onset of spontaneous de-
livery in the UK13 would be justification enough for prophylac-
tic CS operation.
Fig. 1 – Percentage of emergency and elective caesarean section births in England 1980–2005.3
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Without a clear winner so far, let us now consider why it is
that today’s mothers are increasingly choosing to deliver by
CS? Women remain susceptible to media and fashionable in-
fluences and may be enticed to follow the example set by
many celebrity wives, who seem able to book childbirth at
a time that is convenient to them and emerge from the pro-
cess looking glamorous and revitalised! Indeed, by society be-
ing so accepting of elective CS, the natural method of delivery
can by some, seem pathological, which only serves to further
the fears and apprehensions of potential new mothers.
During a recent questionnaire survey, however, Dunn et al.
explored the issue of post-partum satisfaction, finding that
women who were destined for vaginal delivery actually felt
better prepared than those having elective CS. Indeed, some
expressed a feeling of disempowerment following CS, even
though it was they who had made the choice. In the question-
naire including 140 women (70 vaginal delivery and 70 plan-
ning elective CS) following birth, 89% of the vaginal group
said they would have a natural birth in future but perhaps
more importantly, so did 94% of the CS group. The study
also included a pain analogue scale which indicated that
women who had CS actually experienced more pain in the re-
covery period and for longer than the mothers reported during
the process of vaginal delivery.14 Does this mean, therefore,
that women are being misinformed as to what to expect
from their chosen method of delivery?
In a study by Habiba et al. in 2006, the opinions of Con-
sultant Obstetricians in 8 European countries were sought,
asking whether they would perform a CS on a 25 year old
healthy woman with no medical indications. The resultsrevealed huge disparity in practice between countries: only
15% of Spanish doctors stated they would be willing to
perform the operation and, likewise, 19% in France but in
the UK, 79% of Obstetricians surveyed said they would agree;
the highest percentage of all 8 countries.15 Furthermore, the
main reason for this level of compliance was stated as a fear
of litigation, should there be any adverse outcomes during
natural delivery. Does this data mean that the validity of
medical advice is undermined by today’s litigious society?
One justification for birth by CS is a desire to stay ‘honey-
moon fresh’ post partum16 and fear of the long-term conse-
quences of pelvic floor damage. In a 2006 study investigating
the contribution made by method of delivery on pelvic floor
damage, Lukacz et al. found that giving birth vaginally in-
creased the risk of perineal dysfunction (urinary incontinence,
faecal incontinence or prolapse) by 85% compared with elec-
tive CS.17 NICE guidelines state that stress incontinence oc-
curs in 4% of CS deliveries and urinary tract damage in
about 1 in a 1000.6 This figure is, however, significantly higher
in women who have had a vaginal birth; up to 21% in one Nor-
wegian study.18 The same has been demonstrated with anal
injury; 13% of primiparous and 23% of multiparous women
had faecal urgency or incontinence following vaginal birth,
a phenomenon seen in none of the women who delivered by
CS. This extended to 35% of primiparous and 40% of multipa-
rous women who had anal sphincter defects on endosonogra-
phy at six weeks post delivery, again compared with no
defects being seen in CS women.19
Conflicting research, however, suggests that pelvic floor
weakening occurs due to pregnancy itself, rather than the pro-
cess of delivery.20 So, it seems the jury is still out: indeed, it is
hard to eliminate the influence of anatomical individuality,
obesity, parity and genetics when considering the role mode
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imply long-term incidence of anal incontinence to be the
same for men and women, suggesting a mechanism other
than childbirth to be the cause.21 Undeniably, incontinence,
whether urinary or faecal, is multi-factorial and involves
non-labour processes, as well as the lasting effects of local
trauma, and birthing instrumentation.22
Fears over pelvic floor damage do not only stem from a uro-
logical domain: women worry about the impact childbirth will
have on future sexual pleasure. Studies have shown that at
three months post birth, resumption of sexual activity is com-
parable in couples following CS to that of vaginal birth.23 Rea-
sons most commonly stated for a disrupted sex life include
sleepless nights, fatigue and interruption due to child care
rather than physical problems or dyspareunia. Some would
certainly argue that the way to resolve post-partum sexual
dysfunction lies within the realm of the psychological rather
than the surgical?
A small proportion of women will suffer from tocophobia
or post delivery post traumatic stress disorder24 and this will
obviously influence their childbirth decision making. Rydgin,
a Swedish Psychotherapist and Obstetrician investigated the
impact of psychotherapy on tocophobic women, who had pre-
viously requested CS based on fear of childbirth, finding that
after a short course of counselling, half of the women included
in the study chose a vaginal delivery. These women were also
found to have had a comparable, reflective, experience of
childbirth than women in the control group.253. Once a caesarean, always a caesarean?
As many women will wish to have more children, it is impor-
tant to consider how obstetric decisions influence fertility and
the health of future babies. Women who have had one child
by CS are at an increased risk of placenta praevia, abruption,
ectopic pregnancy and uterine rupture should they get preg-
nant again.26 Long-term studies have also found a statistically
significant relationship between CS and the need for future
hysterectomy to be higher than that of women who have
only had children by vaginal delivery.27
Perhaps the most startling statistic, however, is the in-
creased likelihood of future stillbirth babies following CS. Sev-
eral studies, including one published in the Lancet in 2003
revealed a risk of stillbirth following previous CS to be 1 in
500 following CS compared with 1 in 1000 following previous
vaginal birth,28 thought to be due to damage to the uterine
vessels during surgical trauma. Evidence also suggests that
primiparous women who deliver by CS are more likely to
take more than a year to achieve a second pregnancy, as com-
pared with vaginal controls.29 During ante-natal counselling,
therefore, the future obstetric wishes of mothers should be
taken into account when making birthing decisions about
a current pregnancy.
With increasing emphasis being placed on patient auton-
omy, maternal preferences can never be ignored and with as
many as one third of female obstetric specialists also choosing
an elective caesarean for themselves, is it fair to question sur-
gical options for childbirth?30 It seems that, in general, the
opinion of doctors and mothers alike, is one of acceptance ofmaternal choice CS. Professor Andrew Shennan, Professor of
Obstetrics and Consultant Obstetrician at The Maternal and
Fetal Medicine Research Unit, St. Thomas’ Hospital, London,
says ‘‘in practise, the issue is not black or white but it is im-
portant that all doctors work under an agreed ethos and
ultimately, in the best interests of their patients.’’
Fears have also been raised in recent years regarding the im-
pact of surgical delivery on maternal bonding. Historically,
childbirth has been thought of as a natural and magical phe-
nomenon and perhaps a time when women, despite being
patients in hospital, feel a sense of excited achievement. By in-
troducing a surgical factor to this setting, might this be lost?
The delays in skin-to-skin contact following CS have been
shown in some studies to adversely impact on bonding. Some
mothers report being in so much pain following surgery they
feel indifferent when experiencing their first infant contact.31
A meta-analysis has also revealed mothers evaluate their
babies less favourably following CS than vaginal birth, per-
haps due to increased hospital stays. The same paper reports
potentially longer term effects; at six weeks, CS mothers still
felt less positive about their babies and were significantly
less tactile. For some, this continued for several years.32 So,
it seems maternal pain, fatigue and separation from infant
can impact on bonding but it has also been reported that
mothers who give birth via CS are less likely to breast feed,
a process widely hypothesised to strengthen the bond be-
tween mother and child.33
In conclusion, CS is a procedure that can be both life-saving
and life-threatening and, potentially, one that the NHS can lit-
tle afford to offer to all women, based on choice alone. Could
this national epidemic be an example of patient choice being
influenced by fashion and obstetric choice being influenced
by fear? Or, is maternal choice CS representative of recent ob-
stetric surgical advancement and a sound option for mothers
wishing to avoid vaginal birth? With current NHS resources al-
ready stretched, can we really justify restrictions in so many
specialties yet offer choice in an area without proven medical
benefit? With this in mind, it is crucial that doctors explore the
reasons for maternal caesarean request and provide adequate
counsel to patients making this important decision.Conflict of interest
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